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ABSTRACT
Angeles, Daisy. M.A. The University of Memphis. December 2017. Title:
Communication Barriers and Health Among Hispanics: A Quantitative Study Exploring
Race, Ethnicity, and Language. Major Professor: Dr. Joseph Lariscy.

Sociological and medical research on Hispanic health often emphasizes the phenomenon
termed the “Hispanic Paradox;” however, it is currently unclear whether this applies
equally for Hispanics who only speak Spanish, speak both English and Spanish, or
exclusively speak English. I conduct a two-step analysis using data from 2005 and 2010
from the National Health Interview Survey to examine how race, ethnicity, and language
influence various health measures, controlling for sex, age, and education. Findings from
the first analytic stage demonstrate that there is significant health heterogeneity within the
Hispanic group because of communication barriers. Findings from the second analytic
stage show that Hispanics generally exhibit worse physical health, mental health, and
access to healthcare than non-Hispanic whites, regardless of language spoken. Overall,
my findings suggest that Hispanics’ health can differ, and language should be paid
attention to because Spanish language-use is not always protective to health, especially in
healthcare access.
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INTRODUCTION
As of 2043, the U.S. Census Bureau projects that racial minorities will be the
majority as the percentage of non-Hispanic whites falls below 50% of the population
(Lichter 2013). As the United States becomes increasingly diverse, many racial/ethnic
minorities continue to face differences and inequalities in health. Scholars reinforce the
powerful negative influence on health that many minority individuals and their families
who live in disadvantaged socioeconomic circumstances may encounter (Cockerham
2016). For that reason, the particular group I examine directly are Hispanics because they
are also one of the many socioeconomically disadvantaged groups in society.
The Hispanic population is the largest racial/ethnic minority group in American
society (Cockerham 2016), and one of the fastest growing subgroups in the U.S.
population (Borrell 2005). Compared with whites:
Hispanics are younger, have lower proportion of people aged 25 years and older
with at least a high school diploma, are more likely to be unemployed, are less
likely to earn $35,000 or more, are more likely to live in poverty, and less likely
to have health insurance (Borrell 2005:379-380).
Looking at these statistics, Hispanics have a less favorable social context. Yet, because of
their socio-demographic risk profile, the Hispanic population marks a great deal of
interest in the field of medical sociology.
When it comes to health, comparative health data on Hispanics is sparse because
of two primary reasons (Cockerham 2016). First, until 1976, federal, state, and local
agencies included Hispanics with non-Hispanic whites in the white category, or they
were included as black. Second, nationally, death certificates did not include Hispanics as
a separate category until 1988. Despite this problem with vital statistic data, researchers
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have found a Hispanic health advantage compared to non-Hispanic blacks, and more
recently compared to non-Hispanic whites, identified as the “Hispanic Paradox.”
The Hispanic Paradox indicates that Hispanics have lower mortality rates and
higher life expectancy than non-Hispanic blacks and whites at most ages despite their
lower socioeconomic status and levels of health insurance in the United States (Markides
and Eschbach 2005; Morales et al. 2002; Williams and Sternthal 2010). There is also
evidence that Hispanics are less likely than non-Hispanic whites to smoke cigarettes and
more likely to have diets high in fiber and protein and occupations high in physical
activity (Morales et al. 2002). Moreover, Hispanic immigrants are generally in good
health when they arrive to the United States (Lopez-Gonzalez et al. 2005; Read and
Reynolds 2012).
This paradox has shown through various epidemiological findings that Hispanics,
who tend to have lower socioeconomic status than non-Hispanic whites, are living longer.
This area marks great researcher interest to find out why this is happening because of the
various literature findings on the intersection of minority group identity, socioeconomic
status, and health. It also marks great research interest because some scholars argue that
Hispanics as a group are often omitted from the health disparities discourse because they
are believed to have similar, if not better than, non-Hispanic white mortality outcomes
despite their lower socioeconomic status (Borell 2005). Nonetheless, researchers continue
to study Hispanic health and develop their hypotheses to potentially explain the Hispanic
Paradox.
Although various quantitative research studies for the Hispanic Paradox suggest
potential explanations for the paradox, it is currently unclear whether these possible
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explanations apply equally for Hispanics who only speak Spanish, speak both English
and Spanish, or exclusively speak English. Contributing to the existing literature and
building on prior research, I propose that differences in health faced by Hispanic
individuals arise due to cultural factors too. In this research analysis, I examine the
following research questions:
1. Do health differences arise within the Hispanic population because of
communication barriers?
2. Does the communication barrier affect Hispanic women more than men?
3. Would this provide any new findings for the Hispanic Paradox?
LITERATURE REVIEW
The Hispanic Paradox
Markides and Coreil first suggested the Hispanic Paradox in 1986, and it was
coined as the “epidemiological paradox,” but it is now commonly referred to as the
“Hispanic Paradox” (Markides and Coreil 1986; Markides et al. 1997; Palloni and
Morenoff 2001). The Hispanic Paradox is the term used to describe that Hispanics have
favorable health and mortality outcomes when compared to non-Hispanic blacks and
non-Hispanic whites (Markides and Eschbach 2005). It is a paradox because Hispanics in
the U.S. on average are socioeconomically disadvantaged when compared to nonHispanic whites (or similar education compared to non-Hispanic blacks), and studies
associate lower socioeconomic status with poor health outcomes (Markides and Eschbach
2005). Further, studies associate higher socioeconomic status with better health, but
Hispanics have a socioeconomic status below average (Riosmena et al. 2013). A mixture
of data sources and research studies either support or debate the Hispanic Paradox.
3

The focus on the “Hispanic Paradox” has shown some evidence that Hispanics
may have a mortality advantage in health. Markides and Coreil (1986) were the first to
review infant mortality, mortality from cardiovascular disease, mortality from certain
cancers, overall life expectancy, and data on functional health for Hispanics. Their study
concentrates mainly on the health of Southwestern Mexican-Americans, and after
reviewing the evidence, they introduced the epidemiological paradox (Markides and
Eschbach 2005). This paradox states:
The health status of Hispanics in the Southwestern United States was more
comparable with the health status of non-Hispanic whites than with that of
African Americans despite the fact that socioeconomically, Hispanics were more
similar to African Americans than the more advantaged non-Hispanic whites
(Markides and Eschbach 2005:68).
Franzini, Ribble, and Keddie (2001) found that the paradox was apparent in mortality,
particularly in the older years, but also among infants. Palloni and Arias (2004:71)
identify two primary patterns of the Hispanic mortality advantage:
1. Mortality advantage is specific to “Other Hispanics” and Mexican-Americans,
and it does not pertain to Cubans or Puerto Ricans.
2. The advantage is strongest for foreign-born Mexican Americans and Other
Hispanics compared with U.S.-born members of those same groups.
These findings show how the paradox may apply to many Hispanic subgroups, but most
notably to Mexican-Americans (Hummer et al. 2000). The bulk of empirical findings on
the Hispanic Paradox has been more evident in Mexican-Americans, but more research
has begun to examine acculturation and immigration in Hispanic health.
Acculturation and Health
The advantage in adult mortality for Hispanics is especially high among
immigrants (Hummer et al. 2000), especially those from Mexico (Palloni and Arias
2004). Lower duration of stay in the United States and acculturation scores tend to show
4

better health outcomes than those with longer stays and higher acculturation (Riosmena et
al. 2013). Researchers argue that these results imply that health declines throughout the
immigrant adaptation process (Abraido-Lanza et al. 2006). Self-rated health reports may
partially reflect a migrant’s degree of acculturation to U.S. society (Bzostek et al. 2007;
Finch et al. 2002). Scholars label this phenomenon as “negative acculturation in health”
because of the types of immigrant adaptation measures used in various studies (Riosmena
et al. 2013). Moreover, studies have found a negative correlation between health
outcomes and measures of acculturation and exposure to U.S. society, such as duration of
stay (Riosmena et al. 2013). The explanations of this negative association tend to assume
that immigrant incorporation into the cultural mainstream, which correlates positively
with immigrant U.S. experience, includes the adoption of unhealthier lifestyles that are
more pervasive in the U.S. than in sending areas. Therefore, acculturation and experience
measures are associated with unhealthy behaviors in Hispanic health (Abraido-Lanza et
al. 2005; Cho et al. 2004).
Although there have been many studies, findings, and hypotheses on
acculturation, immigration, and the Hispanic Paradox, researchers continue to investigate
this field of study. Franzini, Ribble, and Keddie (2001) conclude that the causes of the
paradox remain largely unknown after a comprehensive review of twenty years’ worth of
research. Franzini et al. (2001) also believe there may be a problem with the vital
statistics data and the hypotheses that the paradox may result in either a healthy
immigrant effect or a “salmon bias.” The “salmon bias” acknowledges that less healthy
Hispanics may return home where they die, thus lowering mortality rates of those who
remain in the United States (Abraido-Lanza et al. 1999). Scholars also conclude that
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some of these causes may contribute to the “Hispanic Paradox,” but do not fully explain
the paradox (Franzini et al. 2001).
Language and Health
Other literature looks beyond the Hispanic health advantage for some conditions
as well as the disadvantage in other health conditions. The relationships between health
status and Hispanic ethnicity, language, and nativity are poorly understood due to the
limitations and conflicting findings of previous studies (Jerant et al. 2008). Jerant et al.
(2008) show that Mexicans had significantly higher mental scores than other Hispanics
and whites, with the largest advantage noted for Spanish-speaking Mexicans. Continental
US-born Mexicans had worse mental and physical health status than non-US born
Mexicans. Many associate continental U.S. birth with better mental health status for
Cubans and Dominicans and better physical health status for Puerto Ricans. Mexicans
have better health status than whites and other Hispanics, and the effects of nativity and
language differ for Mexicans compared to other Hispanics. They conclude that there are
complex interactions among language, nativity, ethnicity, and health status among
Hispanics.
Other studies have found a relationship between language and health in the
Hispanic population. One study found a strong association between bilingualism and both
physical and mental self-rated health for Latino and Asian immigrants (Schachter et al.
2012). Their findings show that across immigrant ethnic groups, being bilingual is
associated with better self-rated physical and mental health in regards to being proficient
in only English or only a native language (Schachter et al. 2012). The literature on
language, acculturation, and health are all important to take into account concerning
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Hispanics because there are those who speak Spanish only, those who speak English
only, and those who speak both English and Spanish. However, the association between
the “Hispanic Paradox” and language direction is not as clear in recent studies. My
research analysis explores all of these Hispanic sub-groups.
Hypotheses
Based on the literature review, several of the statistical findings in the Hispanic
Paradox are explained using adult-mortality data. However, this research has not
thoroughly investigated whether and how communication barriers affect different
populations within the Hispanic community. Most researchers do not account for other
cultural factors, such as language. However, there is literature that explores nativity,
language, acculturation, and other factors regarding Hispanic health. The U.S. Hispanic
population is diverse in terms of English vs. Spanish use, and language ability is an
important factor to look into because it could play a role in health. The direction of the
effect of language on health is not immediately apparent based on the Hispanic Paradox
findings. Using the Spanish language is seen as a way to promote ethnic identity and
signal lower levels of acculturation. According to the literature, acculturation to U.S.
health behaviors often means acculturation to worse behaviors, particularly in smoking
and unhealthy diet. Hispanics who exclusively speak Spanish may also encounter
communication barriers when seeking health care. Maintaining those aspects of language
and culture is seen as either dangerous or protective for health. Therefore, this leads to
the following set of examinations for my analysis.
First, I will examine Hispanics only, and compare their health status. Then, I will
compare these three language groups of Hispanics to non-Hispanic blacks and non-
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Hispanic whites to contribute to the Hispanic Paradox. The first group of hypotheses for
Analytic Plan 1 are:
•
•
•
•

H1a: English-speaking and dual-speaking Hispanics are more likely to report
better self-reported health than Spanish-speaking Hispanics.
H1b: English-speaking and dual-speaking Hispanics are more likely to report
better physical health than Spanish-speaking Hispanics.
H1c: English-speaking and dual-speaking Hispanics are more likely to report
better mental health than Spanish-speaking Hispanics.
H1d: English-speaking and dual-speaking Hispanics will report better access to
health care than Spanish-speaking Hispanics.

The second group of hypotheses for Analytic Plan 2 are:
•
•
•
•
•
•

H2a: English-speaking Hispanics will report better health than non-Hispanic
blacks.
H2b: Dual-speaking Hispanics will report better health than non-Hispanic blacks
H2c: Spanish-speaking Hispanics will report worse health than non-Hispanic
blacks.
H2d: English-speaking Hispanics will report better health than non-Hispanic
whites.
H2e: Dual-speaking Hispanics will report better health than non-Hispanic whites
H2f: Spanish-speaking Hispanics will report worse health than non-Hispanic
whites.

METHODOLOGY
Data
This study employs data collected from the publicly available National Health
Interview Survey (NHIS) dataset from the years 2005 and 2010. The NHIS is a face-toface health survey that collects information on health, health care access, and health
behaviors of approximately 100,000 people in 40,000 households, on average, each year
in the U.S. (Minnesota Population Center 2016). I use NHIS data that has been
harmonized as the IPUMS Health Surveys. The NHIS is a multistage probability sample
that incorporates stratification, clustering and oversampling of some subpopulations for
some years (Minnesota Population Center 2016). This secondary data set is designed to
8

be representative of the civilian, non-institutionalized population living in the US, and it
has been fielded annually since 1957. This also makes it the longest-running national
health survey in the U.S. where data collection is carried out continuously throughout the
year and producing national representative samples each quarter. Further information on
the survey methodology of NHIS IPUMS can be found at https://nhis.ipums.org/.
Sample
To obtain representative statistics using NHIS data, I use normalized sample
weights in each model. To normalize the sample weights, first I computed a new weight
variable (‘WT2’) by dividing the sample weight by the number of survey years
(PERWEIGHT/ 2). Then, I calculated the sample size and the sum of the new variable
‘WT2’ for both survey years. Finally, I created the normalized weight variable called
‘NORMWT,’ and used this variable to weigh descriptive statistic and regression results.
Furthermore, to address my specific analytic goals, I carry out two plan-specific
sample restrictions. My first analytic sample, which I use to examine whether language
influences health outcomes among Hispanics, is restricted to Hispanic individuals with
valid responses on my variables (N=5,516). My second analytic sample, which I use to
examine the effects of race, ethnicity, and language on various health measures includes
Hispanics, non-Hispanic blacks, and non-Hispanic whites with valid responses on my
variables (N=127,973). To obtain my final analytic sample size, I exclude respondents
with missing values or values not applicable to the analysis. The final analytic sample
consists of 5,516 Hispanics in the first analytic stage. The second analytic sample
consists of 5,267 Hispanics and 19,023 non-Hispanic blacks and 103,683 non-Hispanic
whites.
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Analytic Strategy
With this study, I have three specific research goals. The first goal of my research
is to determine whether health differences arise within the Hispanic population because
of communication barriers. My second goal is to examine gender differences to see if
communication barriers affects Hispanic women more than men. My third research goal
is to contribute to the Hispanic Paradox by examining how race, ethnicity, and language
influence various health measures for Hispanics, non-Hispanic blacks, and non-Hispanic
whites. As such, I have two separate analytic samples and analytic plans that allow me to
address my research goals.
Analytic Plan 1
To analyze the role that communication barriers can play in health for Hispanic
individuals, I first analyze how language is associated with health, which addresses my
first research goal. I begin by analyzing the effects of language on certain health
outcomes. I use binary logistic regression to estimate the first model predicting the odds
of reporting worse health outcomes on various health measures among dual-speaking
Hispanics, English-speaking Hispanics and Spanish-speaking Hispanics. I estimate the
second model by using multivariate logistic regression to determine if covariate variables
affect these outcomes.1
Measures for Analytic Plan 1
Dependent variable 1: self-rated health
The first dependent variable for my first analytic plan captures how individual
respondents report their overall general health. Respondents were asked to rate their

1

These models are weighted by the normalized weight variable (NORMWT)
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general health on a five-point scale, ranging from “excellent” to “poor.” Responses
include, “excellent,” “very good,” “good,” “fair,” and “poor.” I created a dichotomous
measure of whether the respondent reported good or poor health (excellent/very
good/good=0 versus fair/poor=1).
Dependent variable 2: physical health
The second dependent variable for my first analytic plan is measured in two ways:
how respondents rate their physical health and if respondents report an activity limitation
in their daily living. For self-reported physical health, respondents were asked to report
their self-assessed physical health on a scale from “poor” to “excellent.” Responses
include, “excellent,” “very good,” “good,” “fair,” and “poor.” I created a dichotomous
measure of whether the respondent reported good or poor health (excellent/very
good/good=0 versus fair/poor=1).
For physical limitation, respondents were asked to indicate whether they have any
activity limitation. Responses include, “limited in any way” or “not limited in any way.”
This variable indicates an affirmative response to any of the questions that asks if the
person has an activity limitation. It is also a summary measure that indicates whether a
person is limited in any way. This variable was included to get an additional objective
measure of physical health, as opposed to the subjective self-reports of physical health. It
was also recoded as “not limited in any way”=0 versus “limited in any way”=1.
Dependent variable 3: mental health
The third dependent variable for my first analytic plan is self-reported mental
health. Respondents were asked to report their self-assessed mental health, including
mood and ability to think, on a scale from "poor" to "excellent." Responses include
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“excellent,” “very good,” “good,” “fair,” and “poor.” I created a dichotomous measure of
whether the respondent reports good or poor health (excellent/very good/good =0 versus
fair/poor=1).
Dependent variable 4: access to health care
The fourth dependent variable for my first analytic plan is access to health care,
and it is also measured in two ways: if respondents report financial access to healthcare
and if respondents have health insurance or not. For financial access to healthcare,
respondents were asked whether, at any time during the past 12 months, they needed
medical care but did not get it because they could not afford it. Responses include, “yes”
or “no.” Respondents were told not to include dental care when answering this question.
This dichotomous variable was also recoded as “no”=0 versus “yes”=1.
For health insurance status, respondents were asked to indicate whether the person
currently lacks health insurance coverage. Responses include “no, has coverage” or “yes,
has no coverage.” This dichotomous variable was recoded to “insured” and “uninsured”
respectively, for clarity purposes (“insured”=0 versus “uninsured”=1).
Independent variable: language
The primary independent variable for the first analytic plan is language the
respondent generally speaks. Respondents were asked by interviewers, “In general, what
[which] language do you speak?” This question was later prefaced with the statement,
"First, I would like to ask [a few questions] about the language you use most often" and
handed respondents a flashcard listing the following choices: “Only Spanish,” “Mostly
Spanish,” “Spanish and English about the same,” “Mostly English,” “Only English,”
“Other Language.” The variable was recoded to have only three categories first: “only
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Spanish,” “mixed language use” and “only English.” The category of “mixed language
use” include “Mostly Spanish,” “Spanish and English about the same,” and “Mostly
English.” Then, I create a dichotomous measure for “mixed language” group and “only
English” group. For these analyses, “only Spanish” is the reference group.
Demographic variables
Model 2 across analytic plan 1 includes control variables for the respondent’s sex,
age, education, Hispanic ethnicity, nativity, and citizenship. Sex is measured from the
respondent’s report on their sex as either “male” or “female.” Sex is also used to address
my second research goal, where I briefly examine sex differences to see if
communication barriers affect Hispanic women more than men. Age is measured in years
at last birthday. Education was measured as the highest level of school respondents’ had
completed, in terms of completed grades for persons with less than a high school degree,
and in terms of degrees attained for high school graduates and those with higher
education. This variable was recoded into the following attributes: “less than high
school,” “high school/GED graduate,” “some college or technical school,” and “college
graduate.” Categories for the respondent’s Hispanic ethnicity are “Mexican,” “MexicanAmerican,” Puerto Rican,” “Cuban/Cuban American,” “Dominican (Republic),” “Central
or South American,” “other Latin American, type not specified,” “Other Spanish,” and
“Multiple Hispanic”. This variable was recoded into the following two attributes: “Puerto
Rican/Cuban/Dominican/Central or South American/Other Hispanic” and
“Mexican/Mexican-American.” Respondent’s nativity is measured by whether the
respondent was born in the United States or not. Respondents were asked if they were
born in the U.S., and the response categories are “no, born in the U.S. territory,” “no,
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born outside the U.S. and U.S. territories,” and “Yes, born in the U.S. state or DC.” This
variable was recoded into the following two attributes “yes” and “no” to indicate if they
were born in the U.S. or not. Citizenship is measured by whether the individual is a U.S.
citizen. Categories for citizenship is “no, not U.S. citizen” and “yes, U.S. citizen.”
Analytic Plan 2
Once I determine the role language plays in health for the Hispanic sample, I
move to address my third research goal which is to contribute to the Hispanic Paradox by
examining how race, ethnicity, and language influence various health measures for
Hispanic language groups, non-Hispanic blacks, and non-Hispanic whites. To do this, I
analyze the effects race, ethnicity, and language have on the same health outcomes from
Analytic Plan 1 using binary logistic regression. I estimate the second model by using
multivariate logistic regression to determine if covariate variables affect these outcomes.2
Measures for Analytic Plan 2
Dependent variable: health
Health was measured the same way it was in the first analytic plan (self-rated
health, physical health, mental health, and access to health care).
Independent variable: race/ethnicity/language
Using the same variable used for the first analytic plan (language), I create a new
variable (“relang”) by recoding race, ethnicity, and language into one variable.
The variable language has three attributes: “only Spanish” “mixed language use” and
“only English.” The variable ethnicity is dichotomous with two attributes: “no, not of
Hispanic ethnicity” and “yes, of Hispanic ethnicity.” The variable race has the response

2

These models are weighted by the normalized weight variable (NORMWT)
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categories of: “white,” “black/African American,” “American Indian/Alaskan Native,”
“Asian,” and “multiple race.” I consider all attributes from the language variable, only the
attribute of “yes, of Hispanic ethnicity” from the ethnicity variable, and only “white” and
“black/African American” from the race variable. I combine them to make the variable
“relang” with the following attributes: “Hispanic, Spanish speaking,” “Hispanic, mixed
language use,” “Hispanic, English speaking,” “Non-Hispanic black,” and “Non-Hispanic
white.” Then, I create a dichotomous measure for “Hispanic, Spanish speaking,”
“Hispanic mixed language use,” “Hispanic, English speaking,” and “Non-Hispanic
black.” For these analyses, “non-Hispanic white” is the reference group.
Demographic variables
Model 2 across analytic plan 2 includes control variables for the respondent’s sex,
age, education, and nativity. Hispanic ethnicity and citizenship status was not included in
the second analytic stage as control variables.
Statistical Methods
To assess the effects race, ethnicity, and language have on health for Hispanics,
non-Hispanic blacks, and non-Hispanic whites, I estimate all models using logistic
regression models in IBM Statistical Program for the Social Sciences (SPSS). This
procedure considers the sampling frame of NHIS, and all models using this procedure are
weighted by the normalized sample weight ‘NORMWT’ to account for sample design. In
my analysis, I use logistic regression to assess the effects of race, ethnicity, and language
on of self-reported health, physical health, mental health, and access to health care and
ultimately identify any differences between these groups.
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Table 1: Descriptive Statistics for Hispanics

Language Groups

Age (mean)
Sex
Male
Female
Education
Less than high school
High school/GED graduate
Some college or technical school
College graduate
Hispanic ethnicity
Puerto Rican/ Cuban/ Dominican/
Central or South American/Other Hispanic
Mexican/ Mexican-American
Born in the U.S.
Yes
No
U.S. citizenship
Yes, U.S. Citizen
No, U.S. Citizen
Self-rated health
Excellent/very good/good
Fair/poor
Self-reported physical health
Excellent/very good/good
Fair/poor
Activity limitation
Not limited in any way
Limited in any way
Self-reported mental health
Excellent/very good/good
Fair/poor
Financial barriers to medical care
No
Yes
Lack health insurance
Insured
Uninsured

Sample Size

Spanish Only
43.73

Mixed Language Use
40.92

English
Only
38.15

44.90%
55.10%

49%
51.00%

44.60%
55.40%

72.30%
17.20%
6.50%
4.00%

33.40%
26.80%
25.40%
14.30%

14.20%
28.20%
37.90%
19.70%

36.30%

42.80%

38.70%

63.70%

57.20%

61.30%

3.40%
96.60%

39.80%
60.20%

84.20%
15.80%

26.20%
73.80%

69.00%
31.00%

95.40%
4.60%

79.90%
20.10%

86.10%
13.90%

89.40%
10.60%

81.80%
18.20%

84.80%
15.20%

83.60%
16.40%

88.00%
12.00%

88.90%
11.10%

88.80%
11.20%

89.80%
10.20%

93.30%
6.70%

91.50%
8.50%

88.50%
11.50%

89.70%
10.30%

89.40%
10.60%

44.70%
55.30%

66.00%
34.00%

79.70%
20.30%

5,516
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RESULTS
Analytic Plan 1
Descriptive Statistics
To begin my investigation of the effects communication barriers can have in
Hispanic health, I first examine the role language plays on various health measures for
Hispanics only. These analyses address the potential health differences within this
racial/ethnic group due to a language barrier that can arise as a disadvantage for Spanishspeaking Hispanics.
First, I begin by describing the key variables in the study for the first analytic
step. Table 1 presents a summary of respondents’ demographic characteristics, the
frequency distributions of the outcome variables (self-rated health, self-reported physical
health, activity limitation, self-reported mental health, financial barriers to medical care,
and health insurance) and the main predictor variable (language) for the Hispanic sample
(N=5,516). The mean age for all three language groups (Spanish only, mixed language,
and English only) falls between the age ranges of 38 to 43 years. There is a similar
distribution of male and female for all three language groups, but overall there are more
females in the sample size (over 50%) for each language group.
I see large differences by education for the three language groups. Educational
attainment is higher among English-speaking Hispanics compared to Spanish-speaking
and mixed language Hispanics, overall and within each level of education. Among
Spanish-speaking Hispanics, 72.3% of respondents have less than a high school diploma.
Among mixed language Hispanics, 33.4% of respondents have less than a high school
diploma. Among English-speaking Hispanics, only 14.2 % of respondents have less than
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a high school diploma. With more English language ability, more education is obtained.
The biggest differences were seen between the Spanish only and English only groups in
the highest and lowest category of education. Looking at the highest education obtained, I
see that 19.7% of English only respondents were college graduates, while only 4% of
Spanish only respondents were college graduates. Looking at the lowest education, only
14.2% of English only respondents have less than a high school diploma, while 72.3% of
Spanish only respondents reported less than a high school education. That is more than
50% of the Spanish-speaking Hispanic sample, which is a major difference.
The majority of the Hispanic sample in all three language groups identified as
Mexican/Mexican-American for their Hispanic ethnicity. The largest group of
Mexican/Mexican-American was in the Spanish only category (63.7%). In regards to
nativity, 84.2% of English only respondents are born in the U.S., 39.8% of mixed
language respondents are born in the U.S., and only 3.4% of Spanish only respondents
are born in the U.S. Regarding citizenship, the majority of the Hispanic sample in the
English only category identified as a U.S. citizen (95.4%) whereas only 26.2% of
Spanish-speaking Hispanics identified as a U.S. citizen.
Results from Table 1 indicate the largest differences in the distribution of the
outcome variables to be in self-rated health and health insurance. The distribution of the
outcome variable, self-rated health, shows that 10.6% of individuals who speak English
only reported fair/poor health, while nearly twice as much (20.1%) of individuals who
speak Spanish only reported fair/poor health. The distribution of the outcome variable,
health insurance, shows that 20.3% of individuals who speak English only are uninsured,
whereas more than 50% of individuals who speak Spanish only are uninsured (55.3%).
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Table 2: Odds Ratio for Language and Health Measures (Hispanics only)

Fair/poor self-rated
health

Fair/poor selfreported physical
health

Activity
limitation

Model 1

Model 2

Model 1

Model 2

Model 1

Spanish

(ref)

(ref)

(ref)

(ref)

Mixed

0.64***

0.72**

0.81

English

0.47***

0.56**

0.88

Financial barriers
to medical care

Lack health
insurance

Model
2

Self-reported
mental health
Model
Model
1
2

Model 1

Model 2

Model 1

Model 2

(ref)

(ref)

(ref)

(ref)

(ref)

(ref)

(ref)

(ref)

0.97

0.92

0.95

0.62**

0.73

0.88

0.92

0.42***

0.67***

1.09

0.92

0.97

0.81

0.94

0.91

0.91

0.21***

0.47***

Language

* p < .1
** p < .05
*** p < .001
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Bivariate and Multivariate Statistics
Next, I present results from logistic regression models predicting the odds of
reporting worse health outcomes on various health measures among mixed language
Hispanics and English-speaking Hispanics compared to Spanish-speaking Hispanics in
Table 2. The health measures are self-rated health, self-reported physical health, activity
limitation, self-reported mental health, financial barriers to medical care, and health
insurance. Model 1 reports the weighted odds ratio of bivariate tests for differences in all
health measures and language. Model 2 reports the weighted odds ratio of multivariate
tests for differences in all health measures and language controlling for age, sex,
education, Hispanic ethnicity, nativity, and citizenship. A statistically significant
difference in health between Hispanics is evident only in self-rated health, self-reported
mental health (partially), and health insurance.
Looking at Fair/poor self-rated health, model 1 shows that respondents from the
mixed language group are 36% less likely to report fair/poor health than the Spanish only
speakers. Those who speak English only are 53% less likely to report fair/poor self-rated
health than the Spanish only group. A statistically significant difference in self-rated
health is evident among mixed language group (p<.001) and English group (p<.001).
When controlling for all the covariates in model 2, the gaps are attenuated, but remain
statistically significant at the .05 level. In model 2, mixed language speakers are 28% less
likely to report fair/poor self-rated health than Spanish only respondents. English only
respondents are 44% less likely to report fair/poor self-rated health than Spanish only
speakers.
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For both measures of physical health (self-reported physical health and activity
limitation), there is no statistically significant difference in either model 1 or model 2.
For fair/poor self-reported mental health, model 1 shows that mixed language
respondents are 38% less likely to report fair/poor mental health than Spanish only
respondents. English only respondents do not differ from Spanish only respondents in
reporting fair/poor mental health. There is only a statistically significant difference
among mixed language group (p<.05) when not controlling for any other variables
(Model 1). So, when control variables are included, there is no statistically significant
difference anymore.
I next examine the last two outcome variables from Table 2 related to access to
health care. For the first healthcare measure, which is financial barriers to medical care,
there is no statistically significant difference in either model 1 or model 2. For the second
healthcare measure, I look at health insurance status. In model 1, the odds of reporting no
health insurance is 58% lower for mixed language speakers compared to Spanish
speakers. The English language group is 79% less likely to report no health insurance
than the Spanish only reference group. A statistically significant difference in lack of
health insurance is evident among mixed language group (p<.001) and English only
group (p<.001). When controlling for the confounding factors in model 2, the gaps are
attenuated, but remain statistically significant at the same level of significance. In model
2, the mixed language group respondents are 33% less likely to report no health insurance
than Spanish only respondents, and English only respondents are 53% less likely to report
no health insurance compared to Spanish only speakers.

21

Table 3: Odds Ratio by Sex (Hispanics only)

Language
Spanish
Mixed
English

Fair/poor self-rated
health
Female
Male

Lack health
insurance
Female Male

(ref)
0.74**
0.59**

(ref)
(ref)
0.68** 0.66**
0.46*** 0.49***

(ref)
0.70**
0.53**

* p < .1
** p < .05
*** p < .001
Note: Models control for age, education, Hispanic ethnicity, nativity, and citizenship

Next, I present results from logistic regression models predicting the odds of
reporting worse health outcomes on self-rated health and health insurance by sex among
mixed language Hispanics and English-speaking Hispanics compared to Spanishspeaking Hispanics in Table 3. Models from Table 3 control for age, education, Hispanic
ethnicity, nativity, and citizenship. A statistically significant difference in health between
Hispanic language groups is evident among both women and men.
Looking at Fair/poor self-rated health, female respondents from the mixed
language group are 26% less likely to report fair/poor health than the Spanish only
speakers, while male respondents from the mixed language group are 30% less likely to
report this. Females who speak English only are 41% less likely to report fair/poor selfrated health than the Spanish only speakers, while males who speak English only are 47%
less likely to report this outcome. A statistically significant difference in self-rated health
is evident among female and male respondents in the mixed language group (p<.05) and
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English group (p<.05). Thus, the association between language use and reporting
fair/poor health is similar for women and men.
When it comes to health insurance, the odds of reporting no health insurance is
32% lower for female mixed language speakers compared to Spanish speakers. The odds
of reporting no health insurance is 34% lower for male mixed language speakers
compared to Spanish speakers. The English language group of females is 54% less likely
to report no health insurance than the Spanish only reference group, while the English
language group of males is 51% less likely to report no health insurance than the Spanish
only reference group. A statistically significant difference in lack of health insurance is
evident among both female and male mixed language group (p<.001) and English only
group (p<.001). As with fair/poor self-reported health, sex differences in the languageuse health insurance association are minimal.
Overall, results from the first analytic stage show that there are significant
differences between Hispanics on self-rated health and health insurance; specifically,
among Spanish only and English only Hispanics. Also, controlling for confounding
factors attenuates, but does not completely explain the health differences between mixed,
English only, and Spanish only language groups. In addition to sex differences, there are
no significant differences by sex. The association between language and self-rated health
and language and health insurance are similar for women and men.
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Table 4: Descriptive Statistics for Hispanics, non-Hispanic blacks, and nonHispanic whites
Race/Ethnicity/Language Groups

Age (mean)
Sex
Male
Female
Education
Less than high school
High school/GED
graduate
Some college or
technical school
College graduate
Born in the U.S.
Yes
No
Self-rated health
Excellent/very
good/good
Fair/poor
Self-reported physical
health
Excellent/very
good/good
Fair/poor
Activity limitation
Not limited in any way
Limited in any way
Self-reported mental
health
Excellent/very
good/good
Fair/poor
Financial barriers to
medical care
No
Yes
Lack health insurance
Insured
Uninsured

Sample Size

Hispanic, Spanish
speaking
43.91

Hispanic, mixed
language use
40.96

Hispanic, English
speaking
38.33

NonHispanic
black
32.9

NonHispanic
white
39.41

44.60%
55.40%

48.90%
51.10%

45.50%
54.50%

46.50%
53.50%

48.90%
51.10%

72.30%

33.70%

13.90%

37.70%

25.20%

17.20%

27.00%

28.00%

25.70%

24.90%

6.60%
3.90%

25.20%
14.20%

37.70%
20.30%

23.90%
12.60%

25.10%
24.90%

3.40%
96.60%

39.60%
60.40%

83.70%
16.30%

91.70%
8.30%

95.50%
4.50%

79.90%
20.10%

86.20%
13.80%

89.70%
10.30%

86.80%
13.20%

90.80%
9.20%

82.10%
17.90%

84.90%
15.10%

83.70%
16.30%

80.60%
19.40%

86.50%
13.50%

87.80%
12.20%

88.90%
11.10%

88.80%
11.20%

85.80%
14.20%

86.40%
13.60%

89.90%
10.10%

93.40%
6.60%

91.10%
8.90%

88.90%
11.10%

91.60%
8.40%

88.80%
11.20%

89.80%
10.20%

89.80%
10.20%

92.10%
7.90%

94.40%
5.60%

45.20%
54.80%

65.80%
34.20%

79.70%
20.30%

82.10%
17.90%

89.10%
10.90%

127,973
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Analytic Plan 2
Descriptive Statistics
In the following analyses, I examine how race, ethnicity, and language influence
various health measures for the three Hispanic language groups, as well as non-Hispanic
blacks and non-Hispanic whites. I begin by describing the key variables in the study for
the second analytic step in Table 4. Table 4 shows the demographic characteristics and
the frequency distributions of the outcome variables (self-rated health, self-reported
physical health, activity limitation, self-reported mental health, financial barriers to
medical care, and health insurance), and the complete set of predictor variables (race,
ethnicity, and language combined) for Hispanics, Non-Hispanic blacks, and non-Hispanic
whites sample (N=127,973). The mean age for all five race/ethnicity/language groups
(Spanish-speaking Hispanics, mixed language Hispanics, English-speaking Hispanics,
Non-Hispanic blacks, and non-Hispanic whites) falls between the age ranges of 32 to 43
years. There is a similar distribution of male and female for all five groups, but overall
there are more females (over 50%) for each group.
There are interesting results when looking at education. Educational attainment is
better among English-speaking Hispanics compared to all other groups, overall and
within each level of education (except in the college graduate category). In the college
graduate category, 24.9% of Non-Hispanic whites have a college degree, while only 3.9%
of Spanish-speaking Hispanics report that level of education. Overall, Spanish-speaking
Hispanics report worse level of education in all categories and English-speaking
Hispanics for the most part, better level of education compared to all groups.
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Control variables such as Hispanic ethnicity and U.S. citizenship (used in the first
analytic stage) are dropped in the second analytic stage because I am also comparing nonHispanic blacks and non-Hispanic whites in this second analytic stage. Looking at
nativity, 3.4% of Spanish-speaking Hispanics are born in the U.S., 39.6% of mixed
language Hispanics are born in the U.S, 83.7% of English-speaking Hispanics are born in
the U.S, 91.7% of Non-Hispanic blacks are born in the U.S, and 95.5% of non-Hispanic
whites are born in the U.S. I see a clear pattern of more language ability with Hispanics,
more likelihood for them to be born in the U.S., and that the majority of the sample in
Non-Hispanic blacks and Non-Hispanic whites are also born in the U.S.
Results from Table 4 indicate the largest differences in the distribution of the
outcome variables to be in self-rated health, financial barriers to medical care, and health
insurance. The distribution of the outcome variable, self-rated health, shows that only
9.2% of Non-Hispanic whites report fair/poor health, while twice as many (20.1%)
Hispanics who speak Spanish only report fair/poor health. The distribution of the
outcome variable, financial barriers to medical care, shows that only 5.6% of nonHispanic whites report financial barriers, while 11.2% of Hispanics who speak Spanish
only report financial barriers to medical care. The distribution of the outcome variable,
health insurance, shows that 10.9% of non-Hispanic whites are uninsured, whereas more
than 50% of Hispanics who speak Spanish only are uninsured (54.8%).
Another recurring pattern in Table 4 is that non-Hispanic blacks reported worse
health outcome in self-reported physical health, activity limitation, and self-reported
mental health compared to the other groups. Looking at self-reported physical health,
13.5% of non-Hispanic whites reported fair/poor health while 19.4% of non-Hispanic
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blacks reported that outcome. With activity limitation, 11.1% of Hispanic mixed
language group reported an activity limitation, while 14.2% of non-Hispanic blacks
reported an activity limitation. Finally, in self-reported mental health, only 6.6% of
Hispanic mixed language respondents reported fair/poor health, and 11.1% of nonHispanic blacks reported that outcome. Although the differences are not as big, it still
shows how non-Hispanic blacks are reporting worse health in some health categories.
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Table 5: Odds Ratio for Race, Ethnicity, Language and Health Measures

Fair/poor self-rated
health
Model
Model 1
2
Groups
Hispanic
Spanish
speaking
Hispanic mixed
language use
Hispanic
English
speaking
Non-Hispanic
black
Non-Hispanic
white

2.47***

1.96**
*
1.69**
*

Fair/poor selfreported physical
health
Model
Model
1
2

1.40**

1.04

1.14*

1.19*

1.49***

1.45**
1.84**
*

1.26*
1.54**
*

(ref)

(ref)

(ref)

1.57***

1.13

Activity
limitation
Model
1
Model 2

Fair/poor selfreported mental
health
Model
1
Model 2

Financial barriers
to medical care
Model
Model
1
2

Lack health
insurance
Model
Model
1
2

2.10**
*
1.90**
*

2.03**
*
1.63**
*

9.92**
*
4.23**
*

7.74**
*
2.97**
*

1.60**
*
1.41**
*

2.09**
*
1.78**
*

1.66**
*
1.60**
*

(ref)

(ref)

(ref)

0.88
0.79**
*

.70**

1.23

0.81

.87**

0.78**

.69**

1.43**
1.45**
*

0.80**

1.01

1.04

1.05**

1.18***

1.07
1.38**
*

1.18**

1.90**
*
1.43**
*

(ref)

(ref)

(ref)

(ref)

(ref)

(ref)

* p < .1
** p < .05
*** p < .001
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Bivariate and Multivariate Statistics
Finally, I present results from logistic regression models predicting the odds of
reporting worse health outcomes on various health measures among Spanish-speaking
Hispanics, mixed language Hispanics, English-speaking Hispanics, and Non-Hispanic
blacks, compared to non-Hispanic whites in Table 5. The health measures are the same
that were used in the first analytic step (self-rated health, self-reported physical health,
activity limitation, self-reported mental health, financial barriers to medical care, and
health insurance). Model 1 reports the weighted odds ratio of bivariate tests for
differences in all health measures and race/ethnicity/language. Model 2 reports the
weighted odds ratio of multivariate tests for differences in all health measures and
race/ethnicity/language controlling for age, sex, education, and nativity. A statistically
significant difference in health between these race/ethnic/language groups is evident in
the majority of the models.3
Looking at Fair/poor self-rated health, model 1 shows Spanish-speaking
Hispanics are 147% more likely to report fair/poor health than non-Hispanic whites.
Mixed language Hispanics are 57% more likely to report fair/poor self-rated health than
non-Hispanic whites. English-speaking Hispanics are 13% more likely to report fair/poor
self-rated health than non-Hispanic whites. Non-Hispanic blacks are 49% more likely to
report fair/poor self-rated health than non-Hispanic whites. A statistically significant
difference in self-rated health is evident only among Spanish-speaking Hispanics, mixed
language Hispanics, and non-Hispanic blacks (p<.001).4 When controlling for all the
covariates in model 2, the gap changes, and all groups remain or become statistically

3

Non-Hispanic blacks were not tested directly for significance
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significant at the .05 level or .000 level. In model 2, Hispanic Spanish speakers are 96%
more likely to report fair/poor self-rated health than non-Hispanic whites. Mixed
language Hispanic speakers are 69% more likely to report fair/poor self-rated health than
non-Hispanic whites. Hispanic English speaking respondents are 45% more likely to
report fair/poor self-rated health than non-Hispanic whites. Finally, non-Hispanic blacks
are 84% more likely to report fair/poor self-rated health than non-Hispanic whites.
The next health measure is physical health. Fair/poor self-reported physical health
in Model 1 shows that respondents from the Hispanic Spanish speaking group are 40%
more likely to report fair/poor self-reported physical health than non-Hispanic whites.
The odds of reporting fair/poor self-reported physical health is 14% higher for mixed
language Hispanics compared to non-Hispanic whites. The odds of reporting fair/poor
self-reported physical health is 26% higher for English-speaking Hispanics than nonHispanic whites. Non-Hispanic blacks are 54% more likely to report fair/poor self-rated
physical health than non-Hispanic whites. For each group, all odds ratios are statistically
significant at the .1, .05, or .001 level. When controlling for all the covariates in model 2,
the gap changes, and the Spanish-speaking Hispanic groups drops its statistical
significance. In model 2, Hispanics who speak mixed language are 19% more likely to
report fair/poor self-reported physical health than non-Hispanic whites. While Englishspeaking Hispanics are 43% more likely to report fair/poor self-reported physical health
than non-Hispanic whites, 45% of non-Hispanics blacks are more likely to report that
outcome.
Proceeding to activity limitation, model 1 shows that Hispanics from the mixed
language group are 21% less likely to report an activity limitation, and Hispanics that
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speak English only are 20% less likely to report an activity limitation compared to nonHispanic whites. Non-Hispanic blacks are 5% more likely to report an activity limitation
than non-Hispanic whites. All groups, except Spanish-speaking, Hispanics show a
statistical significance at the .05 or .001 level. When all the control variables are included
in model 2, the gap changes and some models remain statistically significant. In model 2,
Hispanic Spanish speakers are now 30% less likely to report an activity limitation than
non-Hispanic whites. Hispanic mixed language speakers are 13% less likely to report an
activity limitation than non-Hispanic whites. Hispanic English only speakers are 1%
more likely to report an activity limitation than non-Hispanic whites. Non-Hispanic
blacks are 18% more likely to report an activity limitation than non-Hispanic whites. In
Model 2, Spanish-speaking Hispanics, Hispanic mixed language group, and non-Hispanic
blacks show a statistical significance at the .05 and .001 level.
For fair/poor self-reported mental health, model 1 and model 2 show statistical
significance in the Hispanic mixed language group (p<.05) and non-Hispanic black
(p<.001 and p<.05) groups only. In model 1, the Hispanic mixed language group is 22%
less likely to report fair/poor self-reported mental health, while non-Hispanic blacks are
38% more likely to report fair/poor self-reported mental health compared to non-Hispanic
whites. When controlling for covariates in model 2, the self-reported mental health
advantage among mixed language Hispanics disadvantage among non-Hispanics blacks
persist.
In the following health measure, financial barriers to medical care, all models are
statistically significant at the .001 level. In model 1, Hispanic Spanish speakers are 110%
more likely to report financial barriers to medical care than non-Hispanic whites.
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Hispanics mixed language speakers, and English speakers are both 90% more likely to
report financial barriers to medical care compared to non-Hispanic whites. Non-Hispanic
blacks are 43% more likely to report financial barriers to medical care compared to nonHispanic whites. When controlling for all the covariates, the gap goes down, but remains
statistically significant at the same level of significance (p<.001).
My final models, in Table 5, looks at health insurance status, where all models are
statistically significant as well (p<.001). In model 1, the odds of reporting no health
insurance is nearly ten times higher (OR = 9.92) for Spanish-speaking Hispanics
compared to non-Hispanic whites. The Hispanic mixed language group is 323% more
likely to report no health insurance compared to non-Hispanic whites. The Hispanic
English language group is 109% more likely to report no health insurance than nonHispanic whites. The odds of reporting no health insurance is 78% higher for nonHispanic blacks compared to non-Hispanic whites. A statistically significant difference
in lack of health insurance is evident for all groups (p<.001), even after controlling for all
the confounding factors in model 2. In model 2, the odds of reporting no health insurance
is 674% higher for Spanish-speaking Hispanics compared to non-Hispanic whites. The
Hispanic mixed language group is 197% more likely to report no health insurance
compared to non-Hispanic whites. The Hispanic English language group is 66% more
likely to report no health insurance than non-Hispanic whites. The odds of reporting no
health insurance is 60% higher for non-Hispanic blacks compared to non-Hispanic
whites.
Results from the second analytic stage show that there are significant differences
between Hispanics, non-Hispanic blacks, and non-Hispanic whites, especially on self-
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rated health, financial barriers to medical care, and lack of health insurance. More
specifically, we can see that there are significant differences where Spanish-speaking
Hispanic respondents are mostly at a disadvantage compared to all the groups (especially
in lack of health insurance). Controlling for confounding factors attenuates, but does not
completely explain the health differences between race, ethnicity, and language.
In conclusion, the findings of my research demonstrate that there is significant
health heterogeneity within the Hispanic group because of communication barriers.
Based on language ability, we can see that Spanish-speaking Hispanics are at a
disadvantage in many health outcomes. We also see that dual-speaking Hispanics are at
an advantage in some health outcomes as well. As we saw on the results from the logistic
regression in the first analytic stage, there are significant differences between the English
only and Spanish only groups in the Hispanic sample. More specifically, we see these
differences in self-reported health and health insurance coverage. For the most part, the
communication barrier affected Hispanic women and men equally. Finally, findings of
my research on the second analytic stage can contribute to the literature on the “Hispanic
Paradox” because it looked at health differences among Hispanics, Non-Hispanic whites,
and non-Hispanic blacks. Overall, some of my hypotheses were supported, partially
supported, or not supported at all as summarized in Table 6 and Table 7.
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Table 6: Hypotheses Summary Table for 1st Analytic Stage
Hypotheses

Supported

H1a: English-speaking and dual-speaking Hispanics are
more likely to report better self-reported health than
Spanish-speaking Hispanics.

X

Partially
Supported

H1b: English-speaking and dual-speaking Hispanics are
more likely to report better physical health than
Spanish-speaking Hispanics.
• Self-reported physical health
• Activity limitation

X
X

H1c: English-speaking and dual-speaking Hispanics are
more likely to report better mental health than Spanishspeaking Hispanics.
H1d: English-speaking and dual-speaking Hispanics
will report better access to health care than Spanishspeaking Hispanics.
• Financial barriers to medical care
• Health insurance

Not
Supported

X

X
X

Table 7: Hypotheses Summary Table for 2nd Analytic Stage
Hypotheses

Supported

H2a: English-speaking Hispanics will report better
health than non-Hispanic blacks.
• Self-rated health
• Self-reported physical health
• Activity limitation
• Self-reported mental health
• Financial barriers to medical care
• Health insurance

X
X
X
X

H2b: Dual-speaking Hispanics will report better health
than non-Hispanic blacks.
• Self-rated health
• Self-reported physical health
• Activity limitation
• Self-reported mental health
• Financial barriers to medical care
• Health insurance

X
X
X
X

H2c: Spanish-speaking Hispanics will report worse
health than non-Hispanic blacks.
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Partially
Supported

Not
Supported

X
X

X
X

•
•
•
•
•
•

X
X

Self-rated health
Self-reported physical health
Activity limitation
Self-reported mental health
Financial barriers to medical care
Health insurance

X
X
X
X

H2d: English-speaking Hispanics will report better
health than non-Hispanic whites.
• Self-rated health
• Self-reported physical health
• Activity limitation
• Self-reported mental health
• Financial barriers to medical care
• Health insurance
H2e: Dual-speaking Hispanics will report better health
than non-Hispanic whites.
• Self-rated health
• Self-reported physical health
• Activity limitation
• Self-reported mental health
• Financial barriers to medical care
• Health insurance
H2e: Spanish-speaking Hispanics will report worse
health than non-Hispanic whites.
• Self-rated health
• Self-reported physical health
• Activity limitation
• Self-reported mental health
• Financial barriers to medical care
• Health insurance

X
X
X
X
X
X

X
X
X
X
X
X

X
X
X
X
X
X

DISCUSSION
Sociological and medical research on Hispanic health often emphasizes the
phenomenon termed the Hispanic Paradox. Under this paradox, Hispanics have favorable
health and mortality outcomes compared to non-Hispanic blacks and non-Hispanic whites
despite their lower socioeconomic status. Although research finds that Hispanics are at an
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advantage for the most part in this paradox, this research generally does not account for
how Spanish language use (which indicates lower levels of acculturation) can also affect
different populations within the Hispanic community when seeking health care. There is
currently conflicting evidence regarding language, acculturation, and health when it
comes to the Hispanic population. Maintaining those aspects of language and culture are
seen as either dangerous or protective for an individual’s health. The direction of the
effect of language on health is not immediately obvious based on the Hispanic Paradox.
Therefore, my research primarily emphasizes looking more in-depth into the Hispanic
community to see if there are any health differences within this racial/ethnic group. For
this study, in the first analytic stage, I investigate the effects of communication barriers
that can arise for Hispanic health by examining the role language plays on various health
measures for Hispanics only. I also investigate how race, ethnicity, and language
influence various health measures for Hispanics, Non-Hispanic blacks, and non-Hispanic
blacks to contribute to the “Hispanic Paradox” in the second analytic stage.
Counter to previous research, across most models in the first analytic stage, I find
that speaking Spanish is not always protective of health among Hispanics. I find that
there are significant differences between Hispanics on self-rated health and health
insurance, specifically, among Spanish only and English only Hispanics. This finding
remains consistent regardless of controlling for all the covariates. I also find that there are
no significant differences by sex, the associations between language use and self-rated
health and between language use and health insurance are similar for Hispanic men and
Hispanic women. In the second analytic stage, I find that there are also significant
differences between Hispanics, non-Hispanic blacks, and non-Hispanic whites; especially
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on self-rated health, financial barriers to medical care, and health insurance. More
specifically, there are significant differences where Spanish-speaking Hispanics and nonHispanic blacks are the most disadvantaged groups. This also suggests that, for the most
part, communication barriers are affecting Spanish-speaking Hispanics in various health
outcomes.
A contribution of this study is that it highlights important differences across
individual Hispanic groups by language on various health measures in the first analytic
stage. By showing these differences, we call into question whether there is an advantage
or disadvantage among Hispanics who were speaking Spanish, which indicates lower
levels of acculturation and can be seen as either protecting or diminishing their health.
My findings represent an important contribution to the growing literature that highlights
the relationship between health status and Hispanic ethnicity, language, and nativity
(Jerant et al. 2008) and suggest that language may be affecting Spanish-speaking
Hispanic’s health in some outcomes. Findings from Riosmena et al. (2013) show that
lower acculturation scores tend to show better health outcomes than those with longer
stays and higher acculturation. However, I find that being less acculturated is not
protective of self-rated health, but rather a barrier to reporting better health. I find that
Spanish-speaking Hispanics report worse self-rated health than English only and mixed
language Hispanics, and overall, those with higher English-speaking ability report better
self-rated health. Spanish-speaking Hispanics have lower acculturation scores than the
other Hispanic groups, and my findings show the highest acculturated group (English
only) report better self-rated health. Although self-rated health reports may only partially
reflect a migrant’s degree of acculturation to U.S. society (Bzostek et al. 2007; Finch et
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al. 2002), my results also report other health outcomes (such as activity limitation,
financial barriers to medical care, and lack of health insurance).
My second contribution to the literature on Hispanic health comes from my
emphasis on mental health and language. In some cases, speaking Spanish or both
Spanish and English was seen as beneficial for health, especially in self-reported mental
health. One finding shows a significant association between self-reported mental health
and mixed language group Hispanics. The mixed language Hispanic group was the least
likely to report fair/poor mental from all three language groups. Although this finding
was only significant when there were no control variables present, this finding echoes
previous research on language and mental health. It can imply a strong association
between bilingualism and mental self-rated health where being bilingual is associated
with better self-rated physical and mental health as opposed to being proficient in only
English or only a native language (Schachter et al. 2012).
Furthermore, these findings contribute to the general body of literature of the
Hispanic Paradox (Markides and Coreil 1986). In the second analytic stage, my research
findings demonstrate that in some cases, Hispanics were at a similar or at an advantage
compared to non-Hispanic whites (activity limitation and mental health). Hispanics were
also at a disadvantage in other outcomes (self-rated health, self-reported physical health,
financial barriers to medical care, and lack of health insurance) and a similar pattern was
present when Hispanics were compared to non-Hispanic blacks. For the most part, mixed
and English only Hispanics were at an advantage compared to non-Hispanic blacks.
However, in regards to access to health care, all Hispanic language groups seemed to be
the most disadvantaged in both financial barriers and health insurance.

38

Limitations
Although my study shows that speaking Spanish is not always protective of health
among Hispanics, my study is not without limitations. First, the findings in my study are
limited by the sample size available in the NHIS data. My analyses were limited given
the smaller sample size especially in the first analytic stage because my main predictor
variable, language, was only available in two years during the research processes.
Although my study looks at different dimensions of health, future research should take
into consideration how language affects one dimension of health with deeper analysis.
Second, my analysis does not consider mortality rates like in the Hispanic
Paradox, but rather at respondents’ report of other health dimensions, which is sometimes
claimed to be more subjective. Many argue that self-reports are subjective and do not
represent the true health status of the population (Markides and Eschbach 2005). One
study has found that self-ratings of health are not as predictive of mortality among
Hispanic immigrants as U.S.-born Hispanics and non-Hispanic whites (Finch et al. 2002).
Some suggest that older Mexican Americans are more “health pessimistic” than other
non-Hispanic whites and may thus define their health as poorer than it actually is
(Markides and Eschbach 2005). However, such self-reports have been argued to be
“realistic” because poor health is more likely to have negative consequences on the lives
of people from poor socioeconomic backgrounds (Markides et al. 1997). Other
researchers state that self-reported health status is a useful global indicator of population
health that shows how to predict independently, both “objective” morbidity as well as
mortality (Jerant et al. 2008). Nonetheless, this is something that is debatable both ways,
and that is why my analysis also looks at a more objective measure of health (physical
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health as a measure that indicates whether a person is limited in any way). Regardless,
self-rated health is an important aspect of health to analyze and is an important limitation
to note.
Last, the results from my study only show a portion of the story in how race,
ethnicity, and language influence various health measures because this study is limited to
the survey questions available in NHIS. Future research should take into consideration a
qualitative approach to investigate how racial/ethnic/language-based variations interact
and both shape the lived experiences in Spanish-speaking Hispanics, dual-speaking
Hispanics, and English-speaking Hispanics. By conducting this study, it would not only
highlight the importance of the communication gap in Hispanic health, but also reveal
how the individuals perceive the barriers.
CONCLUSION
The Hispanic Paradox grasps considerable attention when it comes to Hispanic
health, especially as the Hispanic population grows every year. Though this paradox
remains relevant, my findings add to our understanding of how communication barriers
can arise within the Hispanic population. More specifically, it is worth noting that the
most notable findings of my research demonstrate serious obstacles that Spanishspeaking Hispanics are facing due to the language barrier, especially when it comes to
accessing health care.
The issue of health care access has been in debate for many years, and
policymakers continue to revisit the issues of a broken health care system. Not only can
language become a barrier to obtaining health care, but accessibility can become a
problem too. Public health awareness and outreach programs targeted toward Hispanic
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populations could be an option to bridge the communication gap, but this option becomes
narrow when it comes to legal qualification to obtain the access. Perhaps the best way to
address both communication and accessibility barriers would be to establish or support
more faith-based healthcare organizations run by the non-profit sector with more
bilingual staff. For example, Church Health in Memphis Tennessee opened in 1987 with
only one doctor (Dr. Scott Morris – founder), one nurse, and saw 12 patients a day5. But
today, Church Health has grown to become the largest faith-based healthcare
organization of its type in the country and now have cared for 70,000 patients without
relying on government funding.6 If more organizations like these are supported or
established throughout the country, there could be a possible solution or option for the
Spanish-speaking Hispanic community because legal status and financial affordability
would not be a problem. My findings imply that speaking Spanish is not always
protective of health among Hispanics. However, understanding how race, ethnicity, and
language influences certain aspects of health, especially health care access, is not only
crucial to facilitating our understanding of the growing literature on acculturation,
language, and Hispanic health, but also fundamental in helping policy makers find more
ways to reduce these gaps.

5
6

https://churchhealth.org
https://churchhealth.org
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